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Realism in Postwar Planning 


Harold Hillenbrand, D.DS. 
Chicago 


The problem at the present moment is not to direct thinking at the 
monumental difficulties that will exist after the war, but to confine such 
thinking within reality and to get on with the efforts essential to the ultimate 
victory, the first necessity of our postwar world. This is not to say that peace 
should come to a nation or to a world exhausted, frightened, apprehensive 
and unprepared to face the problems of an increased security. But certainly 
there must be a path between the two extremes: the airy castles builded on 
wishful thinking and unsupported theories, on the one hand, and the dreary 
hovels of unimaginative reaction, on the other. The middle path in postwar 
planning is the path of sound philosophy, of careful regard for practicality, 
of shrewd estimate, of painstaking planning and of attention to the tempo of 
change from past to future. Postwar planning of this type is of value since 
it considers trends developed during the war as useful assets of the future 
but not as the unfailing signs of a postwar Utopia that is not beholden to 
human error, failing and improvidence. 

Some of these trends are already apparent. They will strengthen or 
diminish as the war runs its course. They will influence the postwar economy 
and the larger role that the health professions will play in that economy. 
but, at best, these trends should be considered only as a guide, and not as the 
indestructible basis, of future action. Some of the trends that are already 
distinct and which will have an influence on dental practice may be seen 
in an examination of the five following categories. 

1. Social Security. The demand for increased social security now and 
in the postwar period has rapidly become more articulate both nationally 
and internationally. This demand may be heard in the provisions of the 
Atlantic Charter; in the discussion of the Beveridge plan in Great Britain; 
in the legislative efforts to establish a system of compulsory health insurance 
in Canada; in the proposals for a salaried medical service in Australia; in 
the Wagner-Murray-Dingell bill to.expand social security and in the reports 
of the National Resources Planning Board in this country. If this trend 
continues and deepens, there will be a politically effective demand for in- 
creased social security in many countries after the war. 

2. Community Action. The war has given definite impetus to the re- 
establishment of the community as a unit of social action, The work of 
local boards under the Selective Service Act, the creation of community 
groups for purposes of Civilian Defense, the use of community units for the 
sale of war bonds, the salvage of critical materials and for other wartime 
functions has done much to bring about the development of the community 
as a practical unit of social planning and action. This is of some importance 
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as many authorities agree that the community is the most satisfactory unit 
for providing a better distribution of health services in this country. 

3. Education. War is a colossal effort at mass education; success in 
war is directly related to success in mass education: the training of men for 
industrial jobs, the training of men for military service, the training of 
young people to meet future needs of the war machine and the retraining 
of people with one set of skills to meet urgent needs in another. The necd 
of trained personnel in modern warfare brings millions of persons into 
contact with problems, information, technics and programs with which, 
otherwise, they would have little acquaintance. In addition to this type of 
education, war demands that the people of the country be indoctrinated with 
certain ideas. As a result we have had campaigns for a higher level of 
patriotism, for the acceptance of rationing, for the salvage of critical ma- 
terials, for devising protection against inflation, for safeguarding health in 
industry and at home and for safeguarding our fighting morale. Through 
such campaigns the public has been made aware, as never before, of many 
facts and problems in our national and international life. Many now see 
for the first time that there is an essenttial interdependence of men and 
nations; that there are shortages in our system of health care and that these 
shortages have been emphasized by Selective Service examinations; that an 
amazing rate of illiteracy is still one of the byproducts of our vaunted 
educational system; that the waste of natural res »urces has been carried dan- 
gerously far; that health is an individual and national asset and that its 
preservation is worthy of individual and national expenditures. 

This mass education can have a large postwar importance because it 
prepares the way for future educational programs by increasing prepared- 
ness and receptivity for such programs in many people. 

4. Technology and research. The development of new materials, new 
methods and processes and the improved use of older ones are direct results 
of national concentration on research and production for war. Out of the 
vastly expanded facilities for research and out of the many technological 
advances that have already been made will come new ideas and new prod- 
ucts that will have a large potential application to the improvement and 
maintenance of the national health. 

5. Government. The concentration of power in the hands of govern- 
ment and the marshalling of all individuals into effective units for war 
purposes are inevitable in the successful prosecuting of global war. In the 
postwar world these changes in government will leave a residue in political, 
social and economic life. 

The tremendous expenditures necessary to conduct the war may well 
lead to changes in the philosophy of national debt and this potential restric- 
tion or expansion of governmental finance will be an important considera- 
tion in planning postwar programs for the improvement of national health. 

As these trends are already obvious to the average citizen, it must be 
equally obvious that remnants of the prewar period will remain in the post- 
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war world. These, when mixed with the unchanging virtues and disabilities 
of human nature, also become definite landmarks of the future. 

1. Reaction. It is idle to think that the forces of reaction will be stilled 
after the war. Many will still oppose change, progress and experience. Many 
will still seek the maintenance of the status quo or, worse, a return to the 
past. The frenetic activity engendered by the war can also lead easily to a 
desire for stability at whatever cost and of whatever kind. Such escapism 
and reversion on a wide svale will be a definite impediment to sound and 
constructive postwar programs. 

2. Education. The war, as has been seen, will bring about a consider- 
able amount of mass education, and people at large will be more aware of 
certain problems. But it must not be forgotten that still more education is 
a vital need before informed action will be taken by large groups. In addi- 
tion, this mass education will soon lose its effectiveness until steps are taken 
to bring the partially educated to higher levels of information, appreciation 
and action. Unless these things are done intensively, the mass education of 
the war period will not be a productive factor in the postwar era. 

3. Availability of funds, The huge expenditures for war, an uncertain 
economy and the natural desire to retrench after excess may exercise a strong 
influence on postwar plans by restrictnig funds essential to development 
and expansion. This lack in the past has certainly been one of the main 
handicaps in expanding programs for the improvement of national health. 
Dental programs, in particular, have suffered severely from such fiscal 
anemia, and it will require the overturn of a good many fixed convictions to 
provide an easy cure in the postwar period. Postwar planning, therefore, 
that is based on the availability of unlimited funds is not facing squarely a 
very real and important problem. 

4. Spending habits. The repression of normal civilian spending habits 
is one of the characteristics of wartime economy. Civilian goods are severe- 
ly limited; entertainment and luxury are curtailed; excess income is diverted 
to war bonds which, however, remain readily accessible for conversion. 
These things build up a huge reserve of buying power, some of which 
should properly be devoted to the purchase of essential health care. But 
unless the education of the public during war has been more effective and 
widespread than now seems probable, it is likely that spending for con- 
sumer goods and for luxuries will continue at its previous high level. In 
other words, unless the spending habits of millions have been materially 
changed by the war, it is not reasonable to expect great expansion in the 
voluntary purchases of medical and dental care. Postwar programs that 
ignore that superiority of the desire for luxuries over the desire for health 
care are being constructed on a very unstable basis. 

If all these trends are discernible and real, it is somewhat difficult to 
understand the repeated, sharp warnings that dentistry must immediately 
develop a “program” based on the many magical beneficences that will be 
forthcoming at the war's end. These programs, it is implied, must be brought 
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forth at once to forestall predatory groups from seizing control of dentistry 
and to hold off the dread specter of “socialization.” 

Such warnings, and those who make them, are ill informed. They bring 
nothing to the solution of an age-old problem but the mystic phrase, 
“postwar planning”, which, in some way, is to provide the talisman for 
overcoming (1) the lack of appreciation of good dental care; (2) the 
traditional fear of dental operations; (3) the lack of funds to purchase 
dental care or the lack of desire to apply available funds to the purchase of 
that care. 

Those who issue such warnings ignore facts. They are unaware that 
“socialization” can mean something desirable—the provision of more 
dental care for more people—or something undesirable—the absolute 
control of dentists and dental practice by the state. They ignore the work 
that has been done by many in the interests of just such a dental “program,” 
before postwar planning was established as a national and international 
hobby. They ignore the many studies which demonstrate the complex 
technical bases on which the problems of a “program” must be met and 
solved. They ignore the fact that dentistry in this country already has a 
program: a program that must be made effective if more particularized 
programs in the states and communities are to be made effective and per- 
manent; a program that needs only to be implemented in the proper fashion 
to take every advantage of postwar realities and opportunities. 

The readers of this journal will be aware of that program without a 
detailed description. Briefly, the program calls for (1) dental research on an 
intensified and adequate scale to discover the causes of dental diseases and 
thus to provide effective weapons of prevention and control; (2) an intensi- 
fied program of dental health education on national, state and local levels to 
develop an appreciation of the value of early and periodic dental attention; 
(3) a program of dental care for all of those who are not able to provide such 
care for themselves. In the last point, great emphasis is placed on the pro- 
vision of dental care for children. 

That program is applicable now and it will be applicable in the postwar 
period, no matter what changes come. It is based on an accurate evaluation 
of the scientific facts that are established in the control of dental diseases. 
It is flexible and capable of immediate and large scale implementation in 
many directions. It looks to the permanent, and not to the ephemeral, 
solution of the dental problem in this country. It is adjusted to the traditions 
of American social, political and professional life. 

The plan is not dramatic. It is not designed to solve overnight the 
dental problems that have plagued many generations. It does not have its 
basis in theories that may come to fruition in some Utopian “postwar” 
period. It employs no magic formula, expects no windfalls. 

Again, this is not to say that peace should come to a profession “ex- 
hausted, frightened, apprehensive and unprepared” against the demands 
that will be made upon it. But it is to say that the profession should nor 
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discard years of sound, scientific planning for will-o-the-wisp conjecture. 
Postwar reality will be just as hard for dentistry as that reality has usually 
been in the past. It is pleasant to hope for a “brave, new world,” but it is 
also wise to do our best to improve the facilities of the current one. 

American dentistry is ready to advance with a program in any postwar 
world. One-half of the sum needed to build a modern battleship spent for 
dental research and the training of dental research workers would be a monu- 
mental contribution to the opening of a campaign for permanent improve- 
ment of dental health in this country. The other half of that sum, spent for 
dental health education in a continuing program, would produce immediate 
results in improved national dental health. 

These two necessities for initiating a national dental health program 
were not granted to dentistry even in days when war made few demands 
on the national budget. States and communities do not have a better record, 
They ignored or starved dental programs at almost every opportunity. Is it 
logical to hope then, that in some indefinable way this attitude on the part 
of the nation, the state and the community will be completely reversed with 
the mere coming of peace? Is it logical to expect, then, that funds will be 
forthcoming not only for the initiation of a sound dental program but also 
for its expansion in providing dental care for all groups of society? But it is 
precisely on such unrealities that the manifestos for grandiose postwar dental 
planning are based. 

If, however, the soil of the postwar period proves to be more fertile for 
dental programs than it has in the past, the program for giving dental care 
to more groups can be implemented on almost any scale. It is true that an 
attempt to provide unlimited dental care for all people would be confronted 
at once with a shortage of dental personnel and facilities; but, from the 
practical standpoint, it is also true that such a program is admitted to be 
presently unobtainable by even the more ardent advocates of a complete 
national system of health care. 

It would seem, therefore, that for the postwar period dentistry should 
anticipate the development of dental programs designed to meet the 
needs of more limited groups, such as children, workers in certain industries, 
indigent adults and so forth. Such planning would provide a basis for the 
possible expansion of the program to all groups. Such planning would 
make use of every opportunity for improved national health that might 
come with the postwar era. Such planning would be sound, practical, 
hard-headed and realistic postwar planning. 

There is ample work and opportunity here for the energies of the entire 
profession: Many questions remain to be answered before programs at the 
state and community level can be made effective enough to have influence 
as a national program for dental health. The applicability of the insurance 
principle to various dental care programs should be determined. The desir- 
ability of separating the child’s dental problems from those of the adult 
should be examined, The use of compulsory methods in children’s programs 








Journal of Dentistry for Children 103 


should be studied. The availability of dental personnel and its more equita- 
ble distribution should be analyzed. 

These are only some of the problems, but the mere statement of the 
obvious ones indicates why a dental “program” can not spring full-blown out 
of the mere desire to have an improved postwar world. But these questions, 
and many others, can be answered by study, investigation and experiment. 
That is dentistry’s task in preparation for the postwar period. Then, if 
opportunity marches with peace, dentistry can apply these findings within 
the existing framework. 

In this way American dentistry will not anticipate events to the point of 
being visionary; it will not fight facts and trends to the points of being 
reactionary; it will not lightly discard the past to make uncertain alliances 
with the future. This is realism, and global war—if productive of little else 
—should certainly be productive of that. 

100 West North Avenue. 


Dentistry Takes the Initiative* 


Albert L. Midgley, D.M.D., Sc.D, 
Providence, Rhode Island 


With the creation of the American Council on Dental Health, by a 
merger of the National Health Program Committee with the Committee 
on Public Health and Education, the American Dental Association has taken 
an impressive forward step toward the solution of the complex problem of 
assuring dental and oral health for all inhabitants of the United States. 
Should the Council on Dental Health fully recognize their implied obliga- 
tions and take accurate measure of their concurrent opportunities, American 
dentistry will enter upon a role of unprecedented significance in nation-wide 
planning and accomplishment. 

The dental deficiencies revealed by the draft boards of the two World 
Wars have created astonishment and dismay in the public mind, and brought 
forth expressions from many quarters which were not at all consistent with 
the vaunted supremacy of American dentistry. Keenly sensitive to criticism 
which it had been powerless to foresee or to avoid, the dental profession now 
feels that something should be done, and done promptly, to place definitely 
in its own hands the means for preventing such deplorable conditions. The 
rank and file of the profession have looked hopefully to dental leadership 
for the sovereign cure. It has been generally agreed that our knowledge of 
the values of (1) early inspection and treatment; (2) diet and nutrition; 
(3) hygiene, and (4) dental health education, offers a solid foundation 
upon which to construct an effective dental health program. If the dental 
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profession, through its national organization, had devised and put into 
Operation a rational program based upon these four essentials, and had given 
this program the impetus of a unified and continuous effort, it is at least 
possible that a repetition of the conditions which were revealed in the former 
World War would not have occurred. 

How came it that American dentistry could have been so blind, or so 
oblivious? Deeply absorbed in the hunt for the cause of dental caries, we 
placed insufficient emphasis upon the very real and practical value of the 
means we were then using, and still use, to control decay and save the teeth 
before they are irreparably damaged. Such errors of judgment and deficien- 
cies in practical leadership constitute an obvious and immediate challenge— 
first to dentistry, and then, if we fail, to the American public and leaders 
who are outside of our profession. Unless organized dentistry shows itself 
keenly interested in accepting this challenge and prompt in evolving a 
comprehensive plan to meet it, the initiative may at any time be taken 
away from us. In other words, instead of being asked what we propose to do 
about the problem, it is not unlikely that we shall be told what we must do 
about it. 

The action taken by the dental profession in St. Louis is most encour- 
aging, for it indicates plainly that we are becoming thoroughly aroused. 
When our mind is made up, when we are vigorously resolved to recognize 
and use to the utmost all our united knowledge and united power, as citi- 
zens and professional men, the sincerity and vigor of our effort will answer 
the challenge in no uncertain way. The gravity of the situation, the vital 
importance of our obligations, and the priceless value of our opportunities, 
are begetting an invincible determination to move forward—‘To strive, 
to seek, to find, and not to yield.” 

One may assume that the first question which will engage the attention 
of the American Council on Dental Health is why the development of a 
dental and oral health program is essential to the public welfare; the next, 
What should it be? and then, How, when and where shall it function, and 
by whom shall it be operated? Fortunately for us all, the American Council 
on Dental Health has a personnel competent to draft correct and adequate 
answers to all these questions. The integrity, ability and professional stand- 
ing of these men should draw into their deliberations sympathetic and capa- 
ble advisers from the health-service professions and such other agencies as 
are related to the movement and interested in its success. 

To perfect the program and refine its processes, the Council must begin 
with the adoption of sound principles and end with the elaboration of 
appropriate details. The work will require a sharply-defined analysis of the 
fundamental problem, and the calm effort of patient and practical minds to 
envisage the means necessary for its satisfactory solution. Dentistry must use 
its best resources of knowledge, of experience, of leadership, and give 
unremitting attention to each detail of the plans and mechanisms which are 
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proposed. It was clearly in recognition of this truth, and of the fact that in- 
termittent attention and spasmodic effort cannot accomplish the ends in 
view, that the Board of Trustees, in their wisdom, appropriated funds for the 
services of a full-time secretary as soon as the resolution creating the Council 
was adopted. 

The supremacy of American dentistry depends at this moment not only 
upon a workable plan for the present crisis, but on maintaining continuous 
action for the saving of teeth—by prevention, or control, or both: action 
which should begin now and continue until the cause and cure of caries and 
other dental infections are found. Obviously a complete program must cover 
the maintenance of dental and oral health from pre-natal life through old 
age It might suitably include the following units: (1) Pre-natal care, (2) 
infancy and early childhood, (3) pre-school age through the 5th year, (4) 
school age—6th to 18th year, (5) youth—18th to 35th year, (6) middle age 
—35th to 60th year, (7) old age—G0th year through the remainder of life. 
In the construction of such a comprehensive program, one of the first 
decisions to be made by the American Council on Dental Health will be 
whether we should set up the mechanism of one of these units and see how 
it works, or wait to complete all the mechanisms and put all the units in 
operation at the same time, Plain commonsense, together with the time 
element and the various economic, political, social and financial considera- 
tions involved, would seem to suggest that the operation of a well-consid- 
ered program for a single unit—a program which commends itself as not 
only ideal in theory but definitely attainable in practice—would be advisable 
as an initial step. Thus the unforeseen weaknesses and deficiencies of the 
trial unit can be recognized and avoided in the other attempts ,and an effec- 
tive schedule of services be gradually evolved. Like a jig-saw puzzle, the 
pattern is complex and intricate, but with the key picture assembled the 
others will sooner fall into place. 

Our previous failures have resulted from lack of a thoroughly interested, 
motive and competent leadership, shall we now see this through? It is an 
intelligent, unified effort of national scope. With clearer vision, compelling 
colossal undertaking—a herculean task. Its aims are farther-reaching than 
anything that American dentistry in its century of remarkable progress has 
ever attempted. Yet the colossal is by no means the impossible, and the 
greatest whole is no more than the sum of its parts. The American public in 
its entirety presents the same dental phenomena as the single community. 
Any dentist worthy of the name, who has rendered periodic services to his 
youthful patients for the space of twenty years, can be sure—for he is daily 
seeing the convincing results—that none of the dental cripples listed by the 
selective service will be among his patients. Why then, may not this type of 
service be the real key to an all-absorbing problem, and one of the very 
implements by which the supremacy of American dentistry can, in our 
present state of knowledge, be successfully maintained? 








Dental Deformities and Speech Defects 
Eileen Downey, R.N. 


Of the three social tools, namely speaking, reading, and writing, speech 
stands apart as the master instrument with which man controls his social 
environment. No two persons possess the same speech pattern. 

“The organs we use for speech are, biologically speaking, primarily for 
other purposes. The lungs are used for respiration and for providing the pro- 
per breathing for speech. The larynx is primarily a valve and a protector for 
the respiratory tract, not a producer of tone, and the entire articulatory mech- 
anism; the tongue, lips, jaws, teeth, and palate, are for chewing, sucking, and 
swallowing, and not for articulatory purposes. The human being employs 
these organs for the function of speech. To do this requires a complicated 
nervous system. Thus, one of the requisites for good speech is an adequate 
nervous system.”7 

It might well be asked, “What is defective speech?” Any speech that is 
conspicuous, confusing to its auditors, speech that is unpleasant to hear or 
accompanied by movements unpleasant to behold, speech that is labored and 
difficult for the speaker to produce, is defective speech. Speech handicaps 
may be grouped in two main categories, those requiring medical or dental 
treatment and those that require educational treatment. 

“Statistics show that more than 12,000,000 people or 10 per cent of 
the population of the United States, have some sort of speech defect or voice 
abnormality. Of this number 1,200,000 or about 1 per cent of our popula- 
tion, suffer from stuttering.”* The predisposing causes of stuttering may 
be—stuttering in family history, birth injury, high fever during onset and 
development of speech, use of non-preferred hand in writing, speech con- 
flicts—such as fear of interruption, and physical and emotional shock. 

About 90 per cent of speech handicaps fall in the functional or non- 
medical or non-dental type. Therefore speech defects present a greater edu- 
cational problem than they do medical or dental problem. 

Some of the most prevalent forms of organic origin that cause speech 
defect are these: 

1. Any diseased condition or injury to larynx that results in vocal 
distortion. 

Abnormal conditions of naso-pharyngeal tract. 

Cleft-palate and hare-lip. 

Physical defect of tongue; tongue-tie is most common. 

Abnormal uvula 

Abnormal conditions of the jaws. 

(a) Condition commonly called the overshot jaw, in which the up- 
per front teeth project conspicuously beyond the lower front 
teeth. This malformation is generally associated with an open 
mouth, conspicuous and partly exposed upper front teeth, 


Av mw 


106 





Journal of Dentistry for Children 107 


pinched nostrils, a high palatal arch and a receding chin. This 
condition frequently causes distortion of the sounds of 


f as in fine sas in sink 
Vv as in vine sh as in assure 
pas in pond zas in zinc 
bas in bond zh as in azure 


(b) Undershot jaw—in this condition the lower front teeth project 
conspicuously beyond the upper front teeth. This malforma- 
tion is generally associated with an open mouth, a protruding 
lower lip and an exceptionally prominent chin, and the fol- 
lowing sounds are frequently affected: f, v, p, b, and w. The 
upper teeth function in the articulation of the f, th, and v sounds, 
and the lower teeth are considered important in the correct pro- 
duction of s, Therefore the teeth in a general way are an im- 
portant part in articulation. Abnormal bites, missing teeth, 
spaced teeth, artificial dentures and braces may cause faulty 
articulation. Serious malformations of the jaws may result in 
thick speech. Many other speech defects are caused by neurolog- 
ical disorders, choreatic and spastic speech, by endocrinological 
dysfunctions, and by association with foreign speech. 

Travis refers to a high palatal arch as affecting mainly the s. “The indi- 
vidual has difficulty in getting the tongue properly against the palate to 
produce the small air channel. Very often he has no s at all. The teeth 
although passive play an important role in speech. It consists mainly of 
obstructing the clear passage of breath in certain sounds.” ° 

Greene? in his article on speech defects and oral anomalies cites the fact 
that, “. . . existence or non-existence of teeth is not so important for good 
speech as the shape and roof of mouth, which acts as the sounding board, 
and on which normal speech greatly depends. Almost all of speech sounds, 
except the hissing sounds of s and z, can be produced after a fashion without 
the use of the teeth.” One of the chief causes of open bite is thumb sucking, 
and the sounds usually affected by the open-bite are s, z, p, and b. This 
disorder may be corrected by phonetic training. 

An important factor to the treatment of speech defects is to know the 
general physical condition of the patient. It is not enough to know what 
sort of a speech defect a person has, one should know what kind of a person 
has a speech defect, since speech pathology is closely associated with neurol- 
ogy, psychiatry otolaryngology and psychology. 

The first six to ten years of a child’s life constitutes the period in which 
the language pattern is set. A child develops the kind of speech he hears and 
word images are stored up in his unconscious mind. Therefore it is very 
important for parents and teachers and public health workers to know how 
speech sounds develop and that there is a certain sequence to the develop- 
ment. 

Much can be accomplished by special training procedures tinder the 
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direction of a speech correctionist. These procedures should not begin until 
the patient has had a complete physical and dental examination, and then the 
advice of the specialist should be carefully followed. However, as Van Riper 
says, “It is inadvisable to work with a ‘preschool child’s lisp. Nature in- 
tended the child to develop the s, r, and 1 sounds much later than the 
preschool years.”!! 

Every public health worker should be interested in the speech of every 
child with whom he comes in contact, and every dentist should be concerned 
with the speech of every child who comes to him as a patient. In cases of 
speech disorders, noticed by the dentist, his first function will no doubt be 
to report to the parents any instance of incorrect speech, as parents are accus- 
tomed to the speech of the child and do not notice the deviations. His second 
funcion will be, with the consent of parents, to restore normal structure 
since normal speech depends on normal structure. His third function, after 
he has completed his work as near ideally as possible is to refer the case to 
a speech correctionist for training in order to help the patient make the new 
adjustments and to be certain that the methods of training used are not 
only helpful, but acceptable to the case. 

. there are no statistics as to the percentage who suffer from mouth 
or jaw conditions in conjunction with their defects in speech. The reason 
for our lack of knowledge is the lack of cooperation between those who treat 
mouth conditions and those who treat speech conditions.”* 
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Dental Care During Pregnancy 


Joseph H. Kauffmann, D.D5S. 
New York, N. Y. 


When the pregnant woman places herself in the hands of a physician, 
the latter assumes a serious responsibility, and one of his duties as health 
advisor is to determine whether or not she is physically fit to carry a child, 
Having decided that question affirmatively and having agreed upon an ap- 
proximate date for confinement, the subsequent main objective is to see to it 
that the expectant mother goes through the prenatal period in good health. 
The physician, if progressively inclined and conscientiously interested, does 
two other things amongst his numerous acts as medical consultant. He puts 
the patient on a wholesome common-sense diet applicable to her particular 
case, and sends her to the family dentist as promptly as his judgment deems it 
wise for her to go. 

Physicians are not in exact agreement as to which months of pregnancy 
are best suited for dental treatment. Many prefer the middle third of the 
nine months; most advise that little or nothing be done during the last three 
months. As we all know, the nearer the birth of the child the less inclined 
is the expectant mother to have anything done by the dentist. This aversion 
is most marked in the case of the fearful type of individual who is exceed- 
ingly apprehensive at any time during pregnancy and even more frightened 
when she is a primipara. All theory notwithstanding, there is nothing on 
earth except a terrific toothache or critical emergency, which can move such 
a woman to the dental chair. When she does appear the dentist should lean 
over backwards in displaying patience and compassion. It is not easy to 
allay her, and a female attendant should always be present in such cases. 
There are many fictitious ideas and concepts concerning dental treatment 
during pregnancy. For example, the talk about accidental abortions induced 
by operative treatment is mostly gross exaggeration. Unless the dentist is 
downright careless and stupidly injudicious when on a rare occasion such an 
unfortunate miscarriage does occur following operative care, the probability 
is that it would have happened, anyhow, even if no dental treatment had 
been rendered. It goes without saying, that the operator must be most 
precautious in handling the pregnant patient, and he should cooperate in 
every possible way with the woman's medical advisor. If, on the other hand, 
as sometimes happens, the physician will not cooperate, or if he assumes an 
arbitrary or antagonistic attitude, the dentist should promptly inform the 
medical man that the patient and her unborn child will be the chief sufferers. 
When such disagreeable situations occasionally arise, the dentist should 
restrain his remarks to the patient and her family, making it clear, neverthe- 
less, that if he had his way he would render the dental treatment which his 
judgment deems safely advisable. He should do this out of self-confidence 
and self-respect, all in behalf of the patient's best welfare. There is a homely 
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but true saying that the dentist knows most about teeth and it is pleasant to 
record that physicians generally recognize this fact. As a corollary to the 
foregoing, the dentist should never under any circumstances attempt to 
do anything for the pregnant patient which impinges upon the jurisdiction 
and qualifications of her medical advisor. In any case of honest doubt, the 
benefit of the doubt should, in behalf of the patient, be given to the attending 
physician who is responsible for the woman’s prenatal welfare. For instance, 
the writer prefers that any dietary advice should emanate during the period 
of pregnancy from the patient's physician. This does not rule out suggestions 
which can be safely made by the dentist in conjunction with advice previ- 
ously given by the medical consultant, The dentist knows most about the 
inside of the patient’s mouth; the physician knows most about the inside of 
the rest of her body. 

Here is an outline of ten important considerations in the office treatment 
of the pregnant woman. 

First: The patient is accepted as being in favorable physical state for 
dental treatment according to her medical advisor’s judgment. Pregnancy is 
a physiological function and does not in itself under normal conditions con- 
tra-indicate dental care. However, during the warmest weather it is best to 
avoid any treatment not of urgent order. Otherwise, the first six months, 
preferably the fourth, fifth and sixth, are favorable for treatment. 

Second: Before treatment is commenced, a history of the patient's pre- 
vious experiences during pregnancy should be obtained insofar as any out- 
standing or unusual conditions are concerned. Such a history of dental 
experiences should be known to the present dentist if he has not seen the 
patient during other pregnancies. Conditions of mouth health during any 
previous pregnancies should be utilized as helpful information. 

Third: A complete set of radiographs should be obtained for diagnostic 
purposes. If, for any special reason, this is not possible or feasible, at least a 
few bite-wing films should be used in order to detect incipient proximal 
caries and beginning decalcification, In using the x-ray apparatus, every pre- 
caution must be taken to safeguard the patient against any mishap with the 
electrical current. Pregnant women are very susceptible to the dangerous 
consequences of such accidents. 

Fourth: A painstaking oral examination and diagnosis of all abnormali- 
ties of both hard and soft tissues should be undertaken. No mouth exami- 
nation by a dentist can be too carefully made. If necessary, one entire sitting 
should be devoted to these purposes after the radiographs have been obtained 
for interpretation. At this examination such important findings .as bleeding 
gingivae, mucosal hypertrophies or neoplasms, and incipient areas of decalci- 
fication should be pointed out and discussed with the patient, in an optimistic 
manner. 

Fifth: A thorough prophylactic treatment should be carried out because 
this treatment constitutes the foundation of all services to be performed. It 
should be done painstakingly, with the thought that no fillings or other forms 
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of artificial restorations function completely in an unclean mouth whose teeth 
carry calculus and whose gums are abnormally out of tone. In addition, the 
prophylactic treatment serves a most practical purpose in giving the dentist a 
better opportunity to observe all visible pathosis and to augment the possi- 
bility of making a thorough diagnosis. The prophylactic treatment has a 
preventive as well asa curative value. 

Sixth: Whenever necessary, emergency treatment is first rendered in 
advance of the regular routine procedures. Obviously, the expectant mother 
must be made comfortable and free from pain as immediately as possible. 
If indicated, the extraction of a hopelessly diseased tooth or removal of 
several such teeth when their retention is imminently dangerous should be 
carried out, preferably under local anesthesia. General anesthesia should be 
used only with the approval of the patient’s physician, as no such anesthetic 
risk should be undertaken by the dentist himself. When general anesthesia 
is indicated, a competent, trained anesthetist should administer it. Under 
no circumstances must the dentist be both operator and anesthetist single- 
handed. Every dentist should understand the fundamentals of physical 
diagnosis and be prepared for unforseen emergencies, with a few hypodermic 
preparations, The possession of a stethoscope, with a knowledge of essentials 
required in its correct usage, will be of aid in such cases. Where surgery is 
done, systemic problems involved need not constitute a barrier under careful 
operative conditions; on the contrary, the risk to the mother’s health and 
the dangers arising in serious systemic upsets due to prolonged retention of 
sources of infection, are much greater and of more critical consequences. 

Seventh: The diet of the expectant mother is not only important in order 
to maintain optimum health but also in order to conserve her dental and oral 
structures and to aid in building sound foundation and permanent teeth 
for her unborn child. Every woman must be advised by her physician in 
relation to the particular conditions present in her respective case and any 
special dietary advice given should be that acceptable to the medical attend- 
ant having the patient under his care. So-called calcium therapy should be 
instituted cautiously and only in cooperation with the physician in charge. 
As far as vitamins are concerned, it should be borne in mind that the best 
ones come from the corner grocer and not from the druggist. 

Eighth: All required operative services not involving unusually pro- 
tracted or enervating sittings should be completed. Whenever caries is 
present it should be treated and fillings inserted; all caries should be removed 
even if treatment is concluded with only temporary fillings There is no 
more timely occasion for the practice of prophylactic odontotomy than 
during the period of normal pregnancy Pre-carious pits and fissures are 
especially vulnerable to caries during the heavy acidity of gestation. Root 
canal therapy is not contra-indicated unless special conditions exist which 
render it physically undesirable. However, the cutting preparation of natural 
teeth for artificial restorations involving prosthetic replacements should be 
avoided until after delivery, for two good reasons. The first is, that for the 
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relatively short period intervening no great harm will accrue where only a 
few teeth are missing; the second reason is, that after all the tedious and 
energy-consuming services have been carried out and a permanently in- 
tended prosthetic replacement inserted, the decalcifying conditions so 
marked in many pregnancies may undo all the work performed, by destruc- 
tion of the teeth upon which abutment pieces were placed. Temporary 
partial clasp dentures can be utilized in the meantime if numerous teeth are 
missing, so as to enhance the patient's masticatory functions, 

Ninth: In order to save practically useful teeth, root canal therapy may 
be carried out, always bearing in mind the necessity of delicate attention. 
If a tooth is one in which there is unmistakable periapical pathosis, root canal 
therapy should be advised or the tooth should be removed. It is erroneous to 
take a chance in leaving such a potential menace unattended one way or the 
other; nothing is worse than a bad flare-up during the terminal period of 
pregnancy or in the labor stage itself. The usefulness of teeth safely saved by 
means of root canal therapy will outweigh the temporary operative discom- 
fort and the added troubles necessitated through later replacement were 
the tooth to be extracted just for the sake of avoiding treatment. 

Tenth: Careful observations followed by personalized advice and coop- 
eration will be of much benefit to the pregnant woman. Because of her con- 
stantly changing systemic and oral status, all in a state of flux, the expectant 
mother needs special dental advice along the lines of mouth care for those 
conditions peculiar to her individual body. Such advice is not merely that 
given under ordinary conditions but must be rendered in relation to the gas- 
tric and biliary regurgitations emptying into the oral cavity day and night. 
Every effort should be made to buffer the resultant acidity in order to give 
comfort and to prevent widespread tooth destruction. No two women are 
exactly alike; and no two pregnancies are exactly alike even in the same 
woman. The problems of early decalcification, concommitant with the 
marked tendency to hard tissue breakdown and caries, are best met as they 
present themselves. The dentist should alertfully watch for leaking and 
loosened old fillings and small beginnings of new carious areas. Everything 
possible should be done to check incipient inflammatory disturbances of 
the gums in order to avoid the gross abnormalities which follow neglect or 
procrastination. One of the most harmful ideas fixed in the minds of many 
pregnant women is that there is no escape from the ravages of dental dis- 
orders, and that disease and destruction must be accepted as the inevitable 
price of pregnancy. 

In the consideration of the expectant mother there are various family 
and community environmental conditions, in addition to other factors, which 
influence the choice of treatment. Economic status also plays a major part, 
so important in fact, that the social trend today is for those interested in child 
welfare to aid increasingly the poorer class of pregnant women who could 
not otherwise aid themselves. Much public enlightenment is required; 
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indeed, it is just amongst those people who have the largest families that 
education is urgently needed. Those dentists who are visualizing enough to 
believe sincerelv in dentistry for children, are also far-sighted enough to 
know that the oral structure of the foetus may be directed along the proper 
channels by conscientious and scientific treatment of the pregnant woman. 
Let us hope that some day every expectant mother will be the recipient of 
the highest type of medical and dental service in behalf of her unborn child. 
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EDITORIALS 
Should Carious Teeth Be Held As Space 
Maintainers? * 


Problem—What would you do in the case of a child eight with first 
and second deciduous molars which are carious beyond repair but not 
apparently abscessed? Should a space maintainer be used in the event of 
extraction, or is it occasionally advisable to permit the broken down teeth 
to remain as space maintainers? 

A problem was submitted to six of our most able dentists in four of the 
provinces and their replies listed above are worthy of editorial review. 

It is to be noted that the dentist is expected to sign a school card stating 
that the teeth of the child have been placed in proper condition although 
contrary to the statement they are decayed past the filling stage, and the only 
advantage in keeping them apparently is to have them act as space main- 
tainers. The statement is made that these teeth are not at present abscessed 
although there is no evidence that x-ray pictures have been taken. So they 
may be abscessed even now and if not now then this may occur next week 
or at a later date. 

One contributor to this problem stated in a personal letter that the only 
way he could have answered this question concisely would be to say that he 
thoroughly disagreed with leaving a lot of mutilated teeth in the mouth 
merely to act as space maintainers. In the opinion of the writer this is 
undoubtedly the answer to this problem. 





*An editorial and six replies appearing in the February 1943 issue of the Canadian 
Dental Association Journal. 
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Four out of the six who replied are of the opinion that these teeth should 
be extracted at once if they cannot be placed in a reasonably healthy condi- 
tion free from infection. Two of the doctors appear to be willing to take a 
chance on infection if the tooth does not become painful or the site of an 
acute abscess, granting that the patient's health has not become impaired. 

In the October 1939 issue of the Journal a somewhat similar problem 
was discussed namely, “A child, six years of age, whose permanent molars 
have not yet erupted has an abscess in a lower right second molar. What 
should be done with this tooth?” Nine prominent dentists in six different 
provinces replied to this problem. Seven were in favor of extracting the 
offending tooth while two would make every effort to treat and save the 
tooth as a space maintainer. 

A few weeks ago the writer, in discussing this question with a prominent 
dentist, found that only a few days before this dentist had advised leaving a 
deciduous central with a fistula over it for a child five years of age. 

This is the first time that editorial comment has been called forth in 
dealing with the various problems which have been submitted to the Journal 
in past years. But this problem is so universally faced and presents conditions 
which in the opinion of the writer are so important, not only from the ques- 
tion of health, but from the problems likely to arise in connection with the 
functioning of any health insurance plan, that it was felt wise to make 
some comment on the matter. 

The men who have replied have given several splendid solutions to the 
problem as to how to take care of these teeth granting that they can be taken 
care of at all and kept in a reasonably healthy condition, so no further remarks 
are necessary on this aspect of the problem. 

The writer simply wishes to emphasize, with all the force possible that 
it is his conviction that if these deciduous molars cannot be placed in a rea- 
sonably healthy condition so that there is no particular likelihood of their 
becoming infected, and so repaired that the patient can use them to masticate 
food without suffering pain or discomfort, then they should be removed at 
once regardless of the question of space maintenance or of irregularities to 
the permanent teeth. 

A child may be healthy today. The next time one sees him he may have 
been stricken with endocarditis, nephritis or some other serious manifesta- 
tion to infection. Why wait to extract these infected teeth until some serious 
health problem presents itself? At that time it may be too late. Very small 
quantities of organisms, under certain circumstances, may produce very 
marked disturbances. 

Our Committee on Health Insurance is working hard to make the best 
arrangements possible with the Government, arrangements which will give 
the maximum satisfaction not only to the profession but to the public as well. 
Every effort is being made to have this service limited in the first instarice 
to children of pre-school and school age up to about twelve or fourteen years, 
depending upon the personnel available to render the service. Every effort is 
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being made also to have this service rendered in the private dental office. 
However, whether the work is done in the private office or in the public clinic 
there must be some definite understanding among members of the profession 
as to what constitutes adequate service for these children, Furthermore now 
is the time for us to get together and discuss frankly some of these dental 
problems which, up to the present time, have not been taken seriously by 
very many. M.H.G. 


Reply from Ontario: 

The problem as stated is quite a common one and in my judgment no 
general rule can apply. Are the teeth vital or non vital? If non vital without 
pulp removal they are a source of infection to the child and should be 
removed. In the case of a child nine and a half and over, in most cases a space 
maintainer might not be needed. An x-ray would determine this by indi- 
cating the progress of eruption of the bicuspids. At eight years of age my 
suggestion would be to remove mouth infection and maintain the first per- 
manent molars in position by a retainer. T. R. Marshall, Toronto. 


Reply from Ontario: 

In answering this problem, it is assumed of course, that the dentist, in 
making his diagnosis, has taken an x-ray and made a thorough Clinical 
examination. 

The x-ray should not only be made to determine the condition of the 
pulp and the prognosis of such from the standpoint of a filling, but is also to 
observe the stage of development of the secondary teeth. I am presuming, 
of course, that the problem refers mostly to the deciduous molars. 

Let us first turn our attention to the first deciduous molar. If in viewing 
the x-ray of this tooth in a child whose chronological age is eight but whose 
stage of development is that of a ten year old, then I would advise the extrac- 
tion of the tooth and the eruption of the secondary tooth would follow 
shortly. If, however, one finds the stage of development on a parallel with the 
chronological age, and the pulp in a good condition, then I would advise 
the insertion of a proper amalgam filling with a suitable lining. If I find the 
cavity involves the pulp, extraction is advisable and very seldom is a space 
retainer necessary except in cases of very underdeveloped and undernour- 
ished children. It is only once in a long time that it is ever necessary to save 
the first deciduous molar beyond ten years of age, but if the stage of develop- 
ment is retarded, and the condition favorable for filling, then the tooth 
should be saved for a time. 

In the case of the second deciduous molar, one should be more interested 
in the stage of development of the secondary tooth rather than the chronolog- 
ical age of the child. If, for instance, in the eight or ten year old child, the 
x-ray shows that the stage of development is about normal, and the pulp 
can be saved even through the use of pulp capping or pulp lining, then a 
proper amalgam restoration should be inserted. 
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One might find though, that in some ten year old children, the stage of 
development is in advance of the chronological age. Then it would be wise to 
extract the tooth. When extraction is carried out one should pay particular 
attention to the relationship existing between the eruption of the second 
permanent molar and that of the second bicuspid. 

Very often the second molar is more advanced in the process of erupting 
than the second bicuspid, and hence it is liable to push the six year molar 
forward thus crowding the space for the normal eruption of the second 
bicuspid. To prevent this, then one should insert a space retainer even 
though this is only required for a short time. 

When one is advising a space retainer to replace the second molar, it 
should be made clear to the parents that the space may close if the retainer 
is not inserted, but it is also wise to make it clear to the parents that in some 
cases it will be opened up again by the eruption of the second bicuspid. 
There comes to mind a case in my own practice where I was quite perturbed 
over the fact that someone had neglected to advise a space retainer where 
the second molar was prematurely lost. The six year molar had drifted for- 
ward and to me it seemed impossible for the bicuspids to erupt. Orthodontia 
was advised and the parents received an estimate. One year later, when the 
child presented himself in the office, the bicuspid was in normal occlusion. 
I telephoned the mother to tell her how pleased I was with the result of the 
orthodontia and you can imagine my embarrassment when she told me they 
were still awaiting sufficient funds to have the orthodontia done. 

I point this out merely to advise taking a cautious attitude when giving 
advice on this matter. 

However, generally speaking, it is nearly always necessary to construct a 
space retainer when the second deciduous molar is prematurely lost. 

Disregarding the stage of development, if one finds that in the eight and 
ten year old child it is impossible to insert a proper filling and keep the tooth 
healthy, then one should extract and take the necessary precautions after- 
wards. 

In conclusion, let me say that badly broken down teeth should never be 
left in the mouth as space retainers for sooner or later the child will show 
symptoms of loss of appetite and a general run down condition. 

Let us put ourselves in the child’s shoes and try to imagine the discomfort 
we would have in trying to masticate properly with a mouth full of sharp 
and jagged teeth. Stewart A, MacGregor, Toronto. 


Reply from Ontario: 

Theoreticallly the ideal solution to this problem is extraction of the 
broken down deciduous teeth and replacing them with space retainers. How- 
ever this cannot be considered a practical solution because the fact that the 
patient’s parents have allowed the situation to develop indicates their lack 
of appreciation of ideal dentistry. Therefore, where the construction of space 
retainers cannot be considered for economic or some other reason, I would 
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advise retention of the deciduous teeth until one of the following conditions 
develops: — 

1. The time is reached for normal eruption of the underlying permanent 

tooth. 

2. The carious deciduous tooth becomes painful or the site of an acute 

abscess. 

3. In the event that radiographic examination indicates that the devel- 

opment of the underlying permanent tooth is being arrested. 

4. If the patient's health is poor or in the presence of some constitutional 

illness which might be attributable to focal infection. 
James Coupland, Ottawa 
Reply from Saskatchewan: 

The problem presented is a choice of evils, which, all too frequently, 
confronts us in practice. Even though the broken down deciduous teeth are 
not apparently abscessed the x-ray should be used to be certain. If circum- 
stances do not justify that expense, the parent should be notified that these 
teeth should be watched for future trouble and the child returned to the 
dentist as necessary. 

Most dentists, especially those who practice orthodontia, realize the im- 
portance of preserving the normal position of the first permanent molars, 
and of keeping the deciduous teeth as space retainers until lost naturally. 
If the health of the child warrants it, the teeth in question should be 
retained just as long as appears safe. F.C. Harwood, Moose Jaw. 


Progress and School Conflict* 


The specialty of orthodontics is attracting wide attention in the medical 
profession; however not from the standpoint of treatment, but rather from 
the standpoint of etiology and symptoms. The teeth and dental arch are now 
routinely examined for the reflection of endocrine symptoms, for racial and 
family traits, for metabolic disturbances, for diseases due to lack of vitamin D 
and many other symptoms now attracting attention in medical literaure and 
that also tie in with the present orthodoniic trend or attitude toward the 
jaws, teeth, and mucous membrane. 

Orthodontists, too, are viewing their specialty in a broader perspective 
than in the past. This may be another reason why so many men are seemingly 
eager to change “after school” orthodontic routine, so that they can give 
more thought, time, and application to the precision treatment of cases. If 
you should ask any orthodontist with over ten years’ experience what has 
been the greatest handicap that he has experienced in his practice of provid- 
ing the best orthodontic service of which he is capable, he would no doubt 
tell you that it is the lack of sufficient time available for the modern child— 
time without school conflict in which to receive his services. It is difficult to 





*Excerpt from an Editorial in the June, 1943, issue of the American Journal of 
Orthodontics and Oral Surgery. 
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render careful painstaking services if the time for rendering such service is 
limited to after school hours and Saturday mornings. A total operative time 
of fourteen to sixteen hours a week does not fit in with painstaking treatment 
urgent for the problem in hand; neither does this square with the social and 
economic phase of the problem, 

If letters received from professional men and organizations may be taken 
as a criterion, the subject of the conflict of school hours of children with 
health service takes one of the top-ranking places in reader interest in this 
Journal. Obviously orthodontists, as a group, are so much interested in this 
subject because they are given the task of correcting a complex malocclusion, 
and at the same time are told that the child must not miss any school; this is 
analogous to telling the orthodontist that he is expected to correct a condition 
that will require many months of treatment, yet he will be able to see the 
patient only on a catch-as-catch-can basis. 

To this situation orthodontists react in one of two ways: either they take 
the line of least resistance and resort to the system of “queue up after school; 
first come, first served” or they adhere to a formal appointment routine, as 
has been immortalized in precision dental practice for ages, and insist that 
children be excused from school for visits when necessary during treatment. 
There can be little doubt that this latter routine meets with formidable 
resistance from school authorities, in many localities at least; it also places 
the patient in an unpleasant situation that penalizes his grades in school. 

The Public Relations Committee devoted a great deal of attention to this 
subject during the period that the Public Relations Bureau of the American 
Association of Orthodontists was functioning. The news that active prog- 
ress has been made in some districts will be welcome to a host of profes- 
sional men, many of whom have spent years wrestling with this problem. 
The Public Relations Committee of the A.A.O. deserves much credit for 
progress in this field. H. C. Pollock 


Dentistry for Children* 


On the broad ground of humanitarianism, it is evident that any activity 
which relieves our future citizenship of even a portion of the handicap of 
ill health, of retarded mentality or of physical inefficiency and helps to make 
possible a normal, vigorous development, needs no argument for its defense 
or promotion. 

Until two decades ago, when the profession awakened to the importance 
of mouth hygiene, the point of view and the mode of attack upon dental 
disease were almost wholly those of treatment of the diseases of the teeth 
from the reparative standpoint. Many years of effort directed toward control 
of dental disease from this limited conception brought recognition of the 
fact that any dental health effort conducted purely from the standpoint of the 
reparative ideal was totally inadequate to cope with existing conditions. 





*Editorial reprinted trom the Jour. A.D.A., Vol. 30, Aug. 1, 1943. 
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It was realized that the entire manpower and resources of the whole dental 
profession, even if continuously concentrated upon repair of the damage 
regularly arising from dental caries, could scarcely make a noticeable impres- 
sion upon the general progress of the disorder. 

Moreover, the attempt to eliminate the evils of dental caries by repairing 
the results of its ravages after the damage had been done was unsound in 
principle, and therefore defective in policy, in that it did not strike at the 
roots of the trouble. Recognition of this fact attracted our attention to the 
principle of prevention rather than restoration as the one hopeful means of 
reducing or controlling, if not eliminating, the evils of dental caries. Imme- 
diately this principle was recognized, it became evident that its application 
would be most effective in the early stages of the disease or in the mouths 
of the young, especially children of school age. 

The goal of prevention, however, is so elusive and its attainment depend- 
ent on so many and varied conditions, which must first be scientifically 
considered and settled, that our present course appears to be divide our 
efforts between research for solution of these puzzling problems and provi- 
sion for the immediate dental needs of humanity. 

As the search for the various causative factors of dental caries progresses, 
it is apparent that the solution of the problem lies far back in the life cycle 
of the individual, and that care of the teeth of children is the most logical 
and promising step that we can take at present toward the goal of prevention. 

The profession, in pursuing the restorative motive, appears to have 
forgotten the child and the fact that even restorative means are more effective 
in the beginning stages of childhood. Studies on dental caries have redirected 
our efforts toward the preventive approach, but it required a concerted plan 
to direct the effort to the care of the teeth of children as the most practical 
approach to prevention in the present state of our knowledge. Experience 
gained in combating dental disease in children emphasizes the necessity for 
dental care long before the aching tooth demands the attention of the dentist 
—and dental care for the child in its early years holds forth the promise 
of untold benefits to the coming generations, even though such care may 
appear to be too late from the preventive standpoint to benefit the present 
generation. 

The futility of attempting restoration of all the teeth that need it and 
the absence of any promise of immediate fulfilment of the hope of preven- 
tion have developed a new conception of the mission of dentistry. This new 
conception has become the animating motive of a group of practitioners, 
who have banded themselves together as the American Society of Dentistry 
for Children. 

The purpose of the American Society of Dentistry for Children is the 
advancement and dissemination to the profession and public of knowledge 
of all phases of dentistry for children; in particular, its relation to general 
health. 

The society was organized in 1927 by a group of dentists who have 
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taken their declared dental aims and purposes seriously and have done much 
to promote dentistry for children even in the face of a retarding indifference 
on the part of the profession generally. 

Among other efforts, the society has published its own journal for several 
years and has aroused sufficient interest in dentistry for children that courses 
in pedodontia have been established in many dental schools, leading many 
in the profession to specialize in the treatment of children’s teeth. This 
association has had much to do in directing more definite and organized 
attention to the teeth of school children through the teachers of the schools. 
In this regard, however, considerable difficulty has been experienced in 
getting cooperation from the school authorities in assigning desirable hours 
for care of the children by the dentist. The custom has developed of limiting 
the time for dental attention to after school hours, and this has been a more 
or less serious handicap in procuring proper dental care for the children. 
The after-school hours are hours that are indeed trying to the child who has 
spent the day in school and is more or less tired, restless and nervous. The 
dentist who has devoted the day to his usual practice routine is also more or 
less tired, restless and nervous. It is apparent that satisfactory service 
cannot be rendered under such unfavorable conditions, 

The pedodontists are endeavoring to correct these conditions by ob- 
taining more consideration from the school authorities to the end that the 
children may have appointments in the early part of the day without de- 
tracting from their school standing. In some sections, the school authorities 
have been inclined to correct these unfavorable conditions, and we would 
call special attention to the helpful attitude of one school superintendent 
who has long been a friend of dentistry and in cooperative sympathy with 
all efforts to render adequate dental service to the school children. We refer 
to Dr. Willis A. Sutton, superintendent of the Atlanta Public Schools, whose 
attitude toward dental care of school children is exemplified by an insistence 
that those teachers and principals under his direction cooperate with the 
parents who desire their children to receive dental attention during favor- 
able hours of the day, and that the child shall not be penalized by an absent 
mark or discouraged from consulting the dentist during school hours. 

Dr. Sutton is quite familiar with the amount of dental care needed by 
school children and with the physical impossibility of adequate dental 
service being rendered in after-school hours. 

Probably the main deterrent to dentistry for children is the disinclination 
and even dislike on the part of many dentists to “bother” with children’s 
teeth because of the difficulty in handling children and, too, because of the 
impression that greater remuneration comes from care of adults. If the 
latter reason is true, it is a negation of our professed humanitarianism and 
a discredit to dentistry. In fact, the intentional avoidance of practicing for 
children is contrary to the service ideal of dentistry and denies the claims of 
dentistry as a worth while health service to the public. 

The time for beginning intelligent care of the child patient is as early 
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in childhood as the parent can be induced to bring the child to the dental 
office. It is then that the child’s mind is most impressionable, and it is then 
that seeds of knowledge and appreciation of the value of teeth may be 
planted that will in later years bear a hundredfold. So far as the teeth are 
concerned, educational efforts are more productive of good results at this 
impressionable age than at any other. Proper: care of the child will avoid 
that bugbear, pain, which is more responsible for tooth neglect than all other 
conditions. 

As to the pain aspect and the difficulty of handling the unwilling child, 
the men who began to specialize in dentistry for children two decades ago 
have solved that problem quite satisfactorily. The pioneer work that has 
been done in this phase of dentistry is well presented in the textbooks and 
lectures on the subject by leading pedodontists. 

But the question arises as to how the child can be brought under the 
care of the dentist. That is an educational problem within the scope of 
every practitioner. It is true that pain is the principal impulse that drives 
the child to the dentist and, curiously enough, it is the inherent fear of pain 
that creates almost insurmountable difficulties when he arrives. But the 
child’s attitude and the adult’s attitude toward the dentist, and indeed the 
future welfare of the dental apparatus, are determined by these first impres- 
sions of the dental office and the operator. It is with the child that education 
in mouth health must begin, and here is the most valuable asset to the 
dentist in building practice for the future. 

Another important phase of dental care for children is its economic 
aspect. We are conversant with the economic value of mouth hygiene care 
as administered to school children by the school hygienists, and we are also 
familiar with the fact that the damages from disease are cumulative and 
may best be avoided by correcting the first inroads in the first years of dental 
disease. 

The hope of the future in dentistry is prevention, and the success of our 
efforts at prevention, it seems to us, will be in direct proportion to the age 
at which the disease, dental caries, is brought under control. 

—L. PIERCE ANTHONY. 


State Dental Boards and Dentistry for Children* 


For many years dentistry for children was a very, very much neglected 
phase of dental practice. Dental schools gave almost no instruction on the 
subject and most dentists in practice either ignored it completely or did the 
little they could not avoid. This usually was of such a type as to give little 
satisfaction to the dentist or his patients. 

Shortly after the turn of the century, dentistry began to receive some rec- 
ognition as a valuable health service. The profession was quick to grasp this 
recognition but as a whole has been slow to grasp its implications. School 


*Reprinted from the April, 1942, Journal of the Michigan State Dental Society. 
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examinations showed appalling dental conditions. Examinations in industry 
and World War I showed a tremendous amount of dental disease and lost 
teeth, or teeth which should have been lost. 

Efforts were made to introduce the teaching of children’s dentistry in the 
dental schools, but the response in the beginning was, “dentistry for children 
is just one phase of operative dentistry.” True enough, but there are some 
differences of technic and some special problems which make it different 
from adult dentistry and these were being neglected. About fifteen years 
ago one or two dental schools did introduce special lectures and clinical 
instruction in children’s dentistry. Gradually other schools fell in line and 
today most dental schools are giving more or less adequate teaching and 
practice in this art, and some very good teachers and clinicians have been 
developed. Also, some excellent textbooks have been produced. 

But again there has been a lag, for state boards have been slow to include 
this phase of operative dentistry in their examinations for licensure. We are 
pleased to note, however, that a short time ago the president of the National 
Associaion of Dental Examiners asked the American Society of Dentistry 
for Children to prepare sets of questions on dentistry for children, preventive 
dentistry, and nutrition. A very competent committee was appoined for this 
purpose and as a result of their labors an excellent set of questions very thor- 
oughly covering these subjects has been sent to all state examining boards for 
their use as they see fit. Boards can choose from these lists and the inclusion 
of these subjects will not add greatly to the time of the examined or ex- 
aminer, for they are all arranged on the basis of true-and-false statements. 
Those are to be checked which are true. 

This is another step forward and is much to be commended. It should 
result in more interest in this most important section of dental practice and 
one which is even yet too much neglected by many dentists in general prac- 
tice, notwithstanding refresher and postgraduate courses which have been 
available in recent years. Would that every dentist were obliged to pass this 
examination to continue in practice! Maybe periodic professional examina- 
tions are not far distant. There are indications in that direction. 

At any rate, so far as children’s dentistry is concerned, we have not yet 
made the progress we should as is evidenced by present draft board and 
youth examinations. And unless clinics are established for all children, 
which in any event is probably some distance away, dentists in private prac- 
tice are going to have to render more dental service for children if we are to 
make more progress in meeting the situation. Dentistry for children as a 
specialty is not the answer. We doubt if there is a single dentist in the 
country in private practice confining himself to dentistry for children alone 
except those in teaching positions or combined with orthodontia. We know 
that is true in Michigan. 

We congratulate state boards for their intention to give this subject more 
adequate consideration in their examinations. May Michigan be a leader in 
the field. —W. R. DAVIS. 
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A.S.D.C. News and Views 


SECRETARY’S MESSAGE 


It now has been two years ago this fall that this Society held its last annual 
meeting. At that time the plans for the “coming year” were so optimistically 
laid relative to Society objectives. Pearl Harbor and subsequent events pre- 
cluded these plans which would have been reported upon the occasion of the 
scheduled 1942 Boston Meeting. 

The Society has since been neither inactive nor has it drifted into obscur- 
ity. Actually a great deal has been accomplished. Much of the credit for these 
activities belongs to our State Units. These as component groups of the 
parent body, and officers of these units have contributed immeasurably. In 
many instances individual members other than the officers of these units have 
contributed outstanding efforts. 

I stated in the Secretary’s Report for 1942 in the fourth issue of our 
Journal that, “The present world turmoil is of course felt by every agency 
and society, either directly or indirectly, and the A.S.D.C. had been and could 
not expect to be any exception.” The membership total as of September 
28th, 1942 coincided with that of October 10th, 1941—534 members. With 
the tabulation as of September 15th, 1943, the membership is still encourag- 
ing with a total of 477. This does represent a reduction, but in view of the 
fact that our membership in general is of military age, we are justly proud of 
the maintenance in membership. Particularly inasmuch as 50 previous mem- 
bers are definitely known to have entered either the Army or Navy dental 
corps and are not included in the total of active members. In deference to 
past interest the A.S.D.C. is continuing their active membership for the 
duration and journals are mailed to them as long as they keep me posted 
as to their current address. Those in this group who are sent overseas may not 
get their journals due to restrictions in army mail and the fact that the jour- 
nals are sent 2nd class and may thus not be forwarded. So, if you are in the 
service keep me posted as to your address. If you are sent overseas inform me 
of your home mailing address in the United States so that your journals may 
gather here and wait your return. 

To summarize, 122 were dropped in the past year as compared with 87 
in the preceding year due in most instances, I am sure, to the fact that these 
men entered the armed forces and failed to notify the Secretary. During the 
past year we acquired 61 new members as against 124 last year. This reduc- 
tion is due to current uncertainties and the lack of an annual meeting. Of 
the State Units New Jersey leads having obtained 16 new members; Ne- 
braska, 14. Our Pres.-elect Jack Wisan is in New Jersey and it looks like 
Jack is working hard for the Society. The “Little Dynamo,” our President 
Ralph, is in Nebraska and maybe he can claim some credit for the Nebraska 
gain, although the Nebraska officers too promised a membership drive. 

The A.S.D.C. has continued the policy of awarding Certificates of Merit 
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to the most deserving graduate in each of the country’s dental colleges. We 
have records of the identity and address of 19 such recipients. More names 
of this year’s recipients should be in our files but unfortunately deans are 
busy people and don’t always forward the necessary information relative 
to the identity and address of the recipient in each instance, 

Thirteen Units continue their active functions. Their tabulated record 
of membership is listed below as of September 15, 1943. 


Active New Members in Members Ps oll 
Members Members Armed Forces Dropped Recipients 

PAD cy —— ae 1 ag oe AS 1 
Askansas ........%+ 2 ‘ ae 
rt 1 ‘6 1 a 
California ......... 20 ‘6 5 6 2 
Connecticut ........ 5 1 

GOMIBEO: 6 ooo cces 1 

District of Columbia. . 8 1 

WEES... ck cc cecccs 1 1 2 
errs 5 1 
eee 1 ‘a 
TS eee 14 2 1 
ee re 3 os - a ee 
a a i aha 5 - 1 1 1 
BOOG86 . vices cs cic 1 me ‘ste 1 si 
Remecky .......... 1 2 1 
Louisiana .......... 7 1 2 1 
SS he eee 2 os 

Maryland .......... 3 - 3 3 “i 
Massachusetts ...... 51 4 6 6 1 
ee 43 3 4 1 
Minnesota ......... 20 1 .. 4 a 
ree 25 2 3 5 1 
Mississippi ......... 1 si ‘ ‘a 
Montana........... 6 . 6 11 
Nebraska .......... 28 14 és 4 
us bya a 1 i és a 

New Hampshire .... 8 3 1 8 “s 
New Jersey ........ 28 16 ag 7 1 
New York ......... 62 10 5 12 3 
North Carolina ..... 3 A mS 1 1 
RT eo 14 ba ® 3 
Oklahoma ......... 1 3 “M mt 
eee 8 si 1 ¥4 
Pennsylvania ....... 25 2 5 5 

Rhode Islz d....... 3 c - 
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Active New Membersin Members oars. 

Members Members Armed Forces Dropped Recipients 
South Dakota ....... 2 
Tennessee ........... 25 3 1 13 
Re 22 3 3 9 2 
| eee 2 
Vermont .......... 1 m 1 1 
Virginia ........... 1 1 1 2 
Washington ........ 3 1 
West Virginia ...... 1 - 
Wisconsin ......... 4 1 1 
Wyoming ......... 1 ws 
Ney nan hae 7 2 
Argentina .......... 1 es 
Puerto Rico ........ 1 1 

477 61 50 112 19 


Dr. R. M. ERWIN, JR., Secretary. 


Research Committee Appointed 


1. Chairman, Henry M. Wilbur, University of Nebraska, College of 
Medicine, Omaha, Nebraska. 

2. Everett Finger, University of California, College of Dentistry, San 
Francisco, California. 

3. Floyde E. Hogeboom, University of Southern California, College of 
Dentistry, Los Angeles, California. 

4. George W. Teuscher, Northwestern University, College of Dentistry, 
Chicago, Illinois. 

5. Drexell A. Boyd, Indiana University, College of Dentistry, Indian- 
apolis, Indiana. 

6. Philip E. Blackberby, Jr., University of Louisville, School of Den- 
tistry, Louisville, Kentucky. 

7. Paul K. Losch, Harvard University Dental School, Boston, Mass. 

8. Walter C. McBride, University of Detroit, School of Dentistry, 
Detroit, Michigan. 

9. Ruth Martin, Washington University, School of Dentistry, St. Louis, 
Missouri. 

10. Eugene J. North, University of Buffalo, School of Dentistry, Buffalo, 


11, Lyle Smuitn rettit, Unio State University, Couege Ui wxcaniwnu,, 
Columbus, Ohio. 

12. John Oppie McCall, Guggenheim Dental Clinic, 422-428 East 
72nd Street, New York, N. Y. 

13. Samuel D. Harris, 2312 Eaton Tower, Detroit, Michigan. 
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Children’s Dentistry Proves Popular Subject* 


TABLE CLINICS DEMONSTRATE PRACTICAL SIDE 


Six hundred members of the Chicago Dental Society gathered in the Red 
Lacquer Room of the Palmer House on the evening of April 20 to hear 
Dr, Walter C. McBride of Detroit discuss child management and kindred 
problems. Dr. McBride held his audience in rapt attention and interspersed 
his salient points with bits of humor. He spoke on the subject, “The Chil- 
dren in Your Practice.” 

Child Management 

The pedodontist has been considered in times past, as a peculiar sort of a 
person, said Dr. McBride, when, after all, “he’s just a regular guy.” Proper 
management of children is no easy task but it can have just reward in remu- 
neration. The dentist is apt to do beautiful work for his adult patients but 
give the child a lick and a promise. He can’t be bothered with them, usually 
because he feels that he can’t get a proper fee, whereas, when the parents are 
properly impressed with the service, they'll be glad to pay just as much for 
their children’s work as for their own. Most parents give their children over 
to the dentist, after the first visit, but there are a few mothers who interfere. 
They feel that they must be right there under foot to distract the child’s 
attention. Dr. McBride quotes one such mother as saying to her daughter 
when he was in the midst of a cavity preparation, “Just think, sweetheart, 
we're going to have bran muffins and raisins for supper.” To which the 
daughter disdainfully replied, “Why bring that up?” Other mothers try to 
be overly cooperative. They stick by the chair and repeat the directions given 
by the dentist. This can be most annoying and the only salvation is to get 
them out of the room. In fact, it is much better for all concerned to keep the 
parent out of the operating room at all times. 
Dentist’s Attitude 

The dentist should at all times show poise and understanding, Dr. 
McBride continued. Some dentists are actually afraid of children and show 
it in their attitude. They get so wrought up that they have to find some 
excuse to go out and take a smoke. The dentist should strive to understand 
children, talk to them in a commonplace manner and go about his work 
methodically. He should never patronize children or gush over them. He 
mustn’t tease them or become too familiar with them. That is, if he expects 
to get anything done. Flattery goes a long way with a child and the old 
adage, to the effect that if you can’t say something good about somebody 
don’t say anything, holds good here. Shaming a child makes him belligerent 
whereas a little flattery does wonders. Try to do something constructive at 
the first appointment, Fifteen minute appointments are a waste of time 
and three-quarter hour appointments are better than half hour ones, in 
Dr. McBride’s opinion. He uses considerable local anesthesia to get over 





*Reprint from the May 1943 Fortnightly Review. 
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the “rough spots.” It certainly eases the pain for both child and operator. 


Remuneration 

Tell the parent what the work is going to cost before you begin. Part of 
the first appointment should be given over to this and, if necessary, to do a 
bit along the line of health education, There are three problems that perplex 
the average dentist when doing work for children: 1. Shall a charge be made 
for examination? 2. Shall a charge be made for an office call? 3. Shall a 
charge be made for broken appointments? Dr. McBride answered all three 
of these queries in the affirmative. If an understanding is reached whereby 
the parent is billed each month as the work progresses these charges can be 
included and there will be no protest. Dr. McBride doesn’t believe in giving 
out free advice and, like the physician, makes an “office call charge.” When 
appointments are broken, only a percentage of the regular charge is recorded. 
He employs a dental hygienist to do prophylaxis and states that she not only 
pays her own way but gives him a profit besides. 


Table Clinics 

Seven table clinics by local society members followed immediately after 
Dr. McBride’s paper. The subjects ranged all the way from Pulp Capping 
to Surgery. Edward Wach’s clinic on “Saliva and Caries,” aroused consid- 
erable interest. He has devised a simple technic that can be used in any office 
for determining a patient’s susceptibility to caries. Henry Droba’s clinic on 
Root Resection showed a practical way of treating the “impossible” cases 
successfully. Leland R. Johnson and George Matula represented the Ortho- 
dontists and had many helpful hints to offer. Elsie Gerlach showed that good 
results can be obtained by proper pulp capping and George W. Teuscher 
proved that space maintainers are practicable. Robert N. Tanis made the 
evening complete by demonstrating the successful treatment of gingivitis in 
young adults. The entire program was well conceived and ably executed. 


THE NEW YORK STATE UNIT REPORT 


The annual luncheon meeting of the New York State Unit of the Ameri- 
can Society of Dentistry for Children was held at the Hotel Syracuse, Syra- 
cuse, N.Y., on May 21, 1943 

The outstanding leaders devoted to the cause of dentistry for children 
who were present at this meeting are as follows: 

Dr Harvey J Burkhart, Director, Rochester Dental Dispensary 

Dr. John Oppie McCall, Director, Guggenheim Dental Clinic 

Commander C. Raymond Wells, President-Elect, American Dental Assn. 

Dr. James T. Ivory, President, Dental Society of the State of New York 

Dr. Leon L. Abbey, President-Elect, Dental Society of the State of N. Y. 

Dr. David B. Ast, Assistant Oral Hygiene Director, N. Y. State Dept. of 

Health 
Dr. Elmer J. Pammenter, Chief, Operative Division, Rochester Dental 
Dispensary 
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The New York Unit, in its desire to fulfil the purpose of the Society to 
advance and disseminate to the profession and the public, knowledge of all 
phases of Dentistry for Children; and in particular, its relation to general 
health, has pledged to act on all proposed suggestions as follows: 

(1) Complete cooperation with the A.D.A. Council on Dental Health, 
in projects relating to High School Victory Corps, Public Dental Health 
Legislation, and Dental Health Education for the Dental practitioners. 

(2) Establishment of a standard procedure to permit children to attend 
to their dental needs during school hours. 

(3) Establishment of a National and State Dental Health Day. 

(4) Active cooperation and representation in district societies, state 
and national organizations. 

(5) Active cooperation with all state and national health agencies and 
child welfare organizations, 

(6) Presentation of group clinicians (Dentistry for Children at State 
and National Dental conventions. 

The following officers were elected to serve the Society through the 
ensuing year (1943-1944): 

Dr. Robert L. Heinze, President 

Dr. Elmer J. Pammenter, President-Elect 

Dr. Jacob Z. Strum, Secretary-Treasurer, 127 Bexerlyy Road, Brooklyn, 
New York. 


Book Review 


Applied Anatomy of the Head and Neck, By Harry Shapiro, Asst. Prof. 
Anatomy, College of Physicians, Surgeons, Columbia University. 
Anatomists, surgeons, prosthodontists, orthodontists pedodontists, in fact 

all dentists, here is a new text whose ink is not yet dry but between its covers 

are 175 full sized and full fledged pages of very graphic and readable 
information. 

Uncommonly in a text of this nature the author has given little attention 
and space to embryonic growth and development which is indeed refreshing. 
In its stead in his chapter on Development and Growth of Oral and Associ- 
ated Tissues is some very pertinent and authentic data on growth irregular- 
ities, common to pedodontic, orthodontic, prosthodontic and surgery 
practices. 

The book is a good anatomical review, a splendid refresher and in general 
a fine cross-section of what the experienced dentist sees in the mouths of 
those patients who have come to him through the years. You who read it will 
have a lot of fine experiences in common with the author, and because 
your experiences may not have been as understanding and as scientific you'll 
appreciate his corroboration and guidance. Lippincott is the publisher. 

WALTER C. McBRIDE. 





